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	Organisation:
	

	Contact Name:
	

	Address:


	

	Telephone Number:
	

	E-mail:
	


	Amount Requested:
	

	Equipment Required:


	

	Student’s Name/s:


	

	Student’s Disability:

(e.g. visual impairment, restricted mobility)
	

	Course Name
	

	Course Venue Address


	

	Duration of Course
	


	Signed: ……………………………………………….
	Date: …………...



	Name: …………………………………………………
	


Please Note:

· Receipts will need to accompany invoices for reimbursement.

· An evaluation form will be supplied for the provider to complete.

· All purchased items will remain the property of ACLS and must be returned to Worksop Local Learning Centre promptly at the end of the course, where it will form a pool of equipment for use by ACLS contract holders to aid ACLS students.

Please return completed form to:

Worksop Local Learning Centre, Albion Close, Worksop,

 Notts, S80 1RA.  Telephone Number: 01909 474029


FOR ACLS USE ONLY
Approved/Not Approved   

Date: …………………………….

……………………………

Name: …………………………...

Confirmation Letter Sent

Date

Bringing Learning to Local�			…Communities





Adult and Community�Learning Service


Disability Support Equipment


Application Form 2008/2009   








